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Abstract 

Background:  Expectant parents worldwide have experienced changes in the way they give birth as a result of 
COVID-19, including restrictions relating to access to birthing units and the presence of birthing partners during the 
birth, and changes to birth plans. This paper reports the experiences of women in England.

Methods:  Data were obtained from both closed- and open-ended responses collected as part of the national COVID 
in Context of Pregnancy, Infancy and Parenting (CoCoPIP) Study online survey (n = 477 families) between 15th July 
2020 – 29th March 2021. Frequency data are presented alongside the results of a sentiment analysis; the open-ended 
data was analysed thematically.

Results:  Two-thirds of expectant women reported giving birth via spontaneous vaginal delivery (SVD) (66.1%) and a 
third via caesarean section (CS) (32.6%) or ‘other’ (1.3%). Just under half (49.7%) of the CS were reported to have been 
elective/planned, with 47.7% being emergencies. A third (37.4%) of participants reported having no changes to their 
birth (as set out in their birthing plan), with a further 25% reporting COVID-related changes, and 37.4% reporting 
non-COVID related changes (e.g., changes as a result of birthing complications). One quarter of the sample reported 
COVID-related changes to their birth plan, including limited birthing options and reduced feelings of control; difficul‑
ties accessing pain-relief and assistance, and feelings of distress and anxiety. Under half of the respondents reported 
not knowing whether there could be someone present at the birth (44.8%), with 2.3% of respondents reporting no 
birthing partner being present due to COVID-related restrictions. Parental experiences of communication and advice 
provided by the hospital prior to delivery were mixed, with significant stress and anxiety being reported in relation 
to both the fluctuating guidance and lack of certainty regarding the presence of birthing partners at the birth. The 
sentiment analysis revealed that participant experiences of giving birth during the pandemic were predominately 
negative (46.9%) particularly in relation to the first national lockdown, with a smaller proportion of positive (33.2%) 
and neutral responses (19.9%).

Conclusion:  The proportion of parents reporting birthing interventions (i.e., emergency CS) was higher than previ‑
ously reported, as were uncertainties related to the birth, and poor communication, leading to increased feelings of 
anxiety and high levels of negative emotions. The implications of these findings are discussed.
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Introduction
In January 2020 the first case of COVID-19 in the UK 
was confirmed [3] and on the 23rd of March 2020 a 
national lockdown was announced [3]. For this and two 
later national lockdowns in England, all non-essential 
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businesses were closed, and people were required to stay 
at home, being permitted to leave for essential purposes 
only (e.g., medical workers) (see Fig.  1 for timeline and 
dates of restrictions and guidelines in England).

Throughout the pandemic, pregnancy and childbirth 
have been associated with anxiety and uncertainty for 
many pregnant women and their partners due in part 
to the changing landscape of the healthcare system and 
increased demands on healthcare providers [1, 9, 16, 17]. 
This has resulted in a number of best practices endorsed 
by the World Health Organising (WHO) being side-lined 
as evidenced by reports of women giving birth alone [7, 
31, 37], restrictions being imposed on birthing options 
(e.g., no water births) [10, 11, 20, 35]), and separation 
from their baby shortly after birth [31].

In the UK, government guidelines aimed at curbing 
the spread of the virus also led to a number of subopti-
mal conditions for expectant parents giving birth. In 
March 2020, National Health Service (NHS) trusts began 
to suspend home birth services and support in response 
to the COVID-19 outbreak [10]. This was the result of a 
shortage in the number of midwives and maternity sup-
port workers (i.e., The Royal College of Midwives (RCM) 
reported a doubling in the shortage of midwives since 
the start of the COVID-19 outbreak - [29, 32]), the diver-
sion of resources to the pandemic, and ambulance short-
ages. Due to the suspension of NHS-supported home 
birth services, the RCM reported a surge in expectant 
women removing themselves from NHS antenatal care 
and a spike in private midwifery services, with increased 

numbers of expectant parents avoiding routine and 
obstetric care in hospitals [10]. One study showed that 
between April and July 2020, one in 20 expectant women 
in the UK was were considering giving birth without 
a doctor or midwife present (‘freebirth’) in the UK, 3% 
higher than recorded in 2019 [11]. This qualitative study 
attributed the increased demand for ‘freebirths’ to want-
ing to avoid hospitals, fewer choices in terms of birth 
preferences (e.g., having a birthing partner present), and 
practical problems (e.g., inability to use public transport) 
[11, 20].

From the beginning of the pandemic, individual 
NHS trusts were required to draw up their own guid-
ance with regard to access to maternity services and 
birth partners, based on government guidelines. The 
restrictions made were underpinned by considerations 
of public health and the prevention measures necessary 
to curb infection rates. Most commonly, the guidance 
stated that partners were only allowed to be present 
when the mother was 4 cm dilated, that they were not 
allowed to be present at the start of an induction and 
were not allowed to join their partners during the pre-
operation preparation for a caesarean section (CS); and 
that they were to leave shortly after the birth [25]. A 
survey of 15,000 expectant women conducted by the 
UK-based charity ‘Pregnant then Screwed’ between 
16-18th July 2020 found that 90% reported hospi-
tal restrictions to have had a negative impact on their 
mental health, with 97% reporting these restrictions to 
had also increased their anxieties related to childbirth. 

Fig. 1  Timeline of restrictions and guidelines* imposed by the government between March 2020-March 2021. *It is important to note that some 
areas in England may have seen a slight alteration in between national guidance and restrictions rules in his time period
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Furthermore, just under a fifth (17.4%) of respondents 
reported feeling ‘forced’ to have a vaginal examination 
whilst in labour due to the requirement that 4 cm dila-
tion was the point at which labour was considered to be 
established, with 82% feeling this was a requirement if 
they were to have their birthing partner join them dur-
ing the birth.

On the 8th September 2020, NHS England issued guid-
ance to individual NHS trusts “to reintroduce access 
for partners, visitors and other supporters of pregnant 
women in English maternity services” [30]. However, the 
Guardian reported that only around 23% of trusts during 
this period allowed partners to be in attendance for the 
duration of the labour [36], suggesting this guidance was 
applied inconsistently across trusts. In December 2020 
this guidance was further revised to explicitly allow in-
person support for expectant women throughout their 
maternity journey. This was inclusive of antenatal visits, 
ultrasound scans, and during the birth [22].

The CoCoPIP Study was developed to explore how 
COVID-19 and the cascade of changes in healthcare, 
social restrictions and government guidance impacted 
the lives of families who were expecting a baby or had 
recently given birth [4, 5]. Previously, data collected from 
the CoCoPIP study was used to qualitatively explore 
expectant families’ perceptions of their healthcare 
appointments, health and social support in the UK dur-
ing the pandemic [4, 5]. The aim of the analysis reported 
here was to explore parent’s experiences of giving birth 
during COVID-19, including the ways in which commu-
nication and advice provided by hospitals may have influ-
enced these experiences.

Methods
Participants
Survey data was taken from the period 15th July 2020 – 
29th March 2021 (n = 477, see Table 1 for demographic 
and birth information and Fig.  1 for timeline of restric-
tions and guidelines). Recruitment strategies included 
the distribution of information nationwide to antena-
tal and postnatal health groups, social media platforms 
(Twitter, Facebook and Instagram), as well as other 
child development research groups and networks in the 
UK. Eligibility criteria for the study included expectant 
parents past their first trimester, or parents of an infant 
between the ages of 0-6 months, who were then asked 
to report on experiences during their recent pregnancy. 
Women who gave birth prior to the first national lock-
down (23rd March 2020), were excluded from the final 
analysis. Additionally, due to the differences in timings 
with regard to the guidance issued across England, Wales 
and Scotland, only those families who lived in England 

at the time of birth were included in the final sample. 
These were identified by the postcode participants pro-
vided at time of completing the survey. All participating 
parents gave informed consent to take part in the CoCo-
PIP online survey (tinyurl.com/CoCoPIP) [4, 5]. Eth-
ics approval for the survey was given by the University 
of Cambridge, Psychology Research Ethics Committee 
(PREC) (PRE.2020.077). All experiments were performed 
in accordance with relevant guidelines and regulations.

Procedure
The CoCoPIP survey uses a mixed-methods approach, 
in which both quantitative and qualitative data were col-
lected. This survey is logic-dependent and adaptive, only 
showing questions relevant to the parent’s current situ-
ation (i.e., first trimester/second trimester/infant aged 
0-3/3-6 months). For the full survey, response time was 
~ 30 min and respondents were included in a £100 gift 
card prize draw (for full survey see [4, 5]). As part of this 
survey, parents or caregivers (including adoptive parents, 
same sex partners etc) were asked to complete structured 
questions about delivery type and whether their partner 
and/or family were present during the birth (see Table 2 
for questions), alongside two semi-structured questions 
focussed on their experience of giving birth during a 

Table 1  Participant demographic information

Demographic N

Who
  Mother 436

  Father 7

  Non-birth Mother 1

  Other partner 0

  Missing 33

Ethnicity
  White 408

  Black 13

  Asian 7

  Mixed/Multiple 15

  Hispanic 0

  Arab 0

  Other 1

  Undisclosed 1

Gestational age at birth
  Very preterm (< 32 weeks) 3

  Moderately preterm (32 – 33 weeks + 6 days) 8

  Late preterm (34 – 36 weeks + 6 days) 21

  Early term (37 – 38 weeks + 6 days) 100

  Full term (39 – 41 weeks and 6 days) 321

  Post term (> 42 weeks) 24
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pandemic (see Table  3 for questions). Additional ques-
tions were not asked to limit participant burden.

Analysis
Descriptive data is presented below in the form of fre-
quencies. Quantitative analysis of the data involved a 
sentiment analysis to give researchers an overall under-
standing of the parents’ perceptions about their emo-
tional state during this time. As with previous research [4, 
5], this was conducted manually, following an assessment 
of validity with regard to the automatic coding of ATLAS.
ti software proving low (< 25% of autocodes were con-
sidered accurate by EA previously [4, 5]). Each response 
(see Table  3 for questions) was read and categorised as 
‘positive’, ‘negative’ or ‘neutral’ tone by a single researcher 
(EA) and a cross check of 10% of the sentiment labels 
were conducted by a second researcher (KAG).

For the thematic analysis, the qualitative data was 
imported from Qualtrics® via Redcap® [13] into NVivo 
12 (QSR International) software. We adopted the same 
methodology used in previous qualitative research from 
the CoCoPIP study cohort [4, 5]. A single researcher 
(EA) became familiar with the qualitative data (this 
involved an extensive reading and rereading process 
across a period of weeks), generated initial nodes and 
subsequently collated these nodes into broader themes. 
The study used a modified transcendental phenomeno-
logical (TP) approach [18] (i.e., the study is transcen-
dental interpretivist and inductive, however the main 
practical method of analysis used was thematic analysis 
(TA)). According to Nowell et al [21], key features of TA 
to ensure trustworthiness are: credibility, transferability, 

dependability, and confirmability. The coding trail was 
also double checked by a second researcher (KAG) to 
agree the themes identified in the initial cycle of coding – 
no discrepancies were observed between the two review-
ers in the identified themes. All researchers convened 
to discuss the codes and categories that had been deter-
mined during the first cycle of coding. Confirmability was 
addressed by ensuring a clear presentation of participant 
responses, and providing a clear rationale for each step 
involved in the methods and analysis. Lastly, KAG con-
ducted a reliability analysis of 25% of the response data to 
support the themes identified (97% agreeance) and cod-
ing disagreements were resolved through discussion.”

The coding trail was double checked by EA. Finally, 
confirmability was addressed by ensuring a clear presen-
tation of participant responses, and by providing a clear 
rationale for each step involved in the methods and anal-
ysis; furthermore, an additional researcher (KAG) con-
ducted a reliability analysis of 25% of the data to confirm 
the themes and sub-themes identified. It is important to 
note that any data reported as occurring ‘as a direct result 
of COVID-19 only’ includes answers where the individ-
ual explicitly referenced ‘COVID’, ‘pandemic’ or ‘PPE use’ 
in their response to the semi-structured questions asked 
(see Table 3).

Reflexivity
The review team was composed of three researchers who 
specialise in maternal and child health, qualitative meth-
odology and public policy, and who conduct qualitative 
research on parents’ experience of maternity and birth 

Table 2  Structured questions about partner and/or family access to hospital during birth

Question

  Prior to the birth, were you certain whether partners and/or family could be present for the birth?

    Yes

    I wasn’t sure

    No

    Missing

  Was the partner and/or family present for the birth?

    Yes

    No

    No due to COVID-19 restrictions

Table 3  Two semi-structured questions asked to participants regarding their birthing experiences

Question

  Was the way you delivered your baby as you wanted to in your birth plan, or did it change?

  Prior to the birth, were you certain whether partners and/or family could be present for the birth? If you like, let us know how this communication 
or advice from the hospital made you feel.
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care, primarily in the UK. The first (JB) and second (EA) 
reviewers are academics involved in social policy and 
pre- to postnatal development, and third (KAG) reviewer 
has a background in educational qualitative research 
analysis meaning we approached this review and meta-
synthesis with an interdisciplinary lens.

Results
Of the 477 participants who responded to questions 
regarding their birthing experiences during the pan-
demic, a third completed the survey during one of the 
three national lockdowns (39.5%, 188), around half 
completed the survey during the period of easing of 
restrictions (51.5%, 245) and a small percentage were 
completed during the introduction of a tiered system 
(9%, 43) (see Fig. 1 for timeline).

In our sample two-thirds of expectant women gave 
birth via spontaneous vaginal delivery (SVD) (66.1%, 
315), a third delivered via CS (32.6%, 155), and ‘other’ 
(1.3%, 6) (delivery method was classed as ‘other’ where 
participants selected other but did not provide any 
additional information with which to classify delivery 
method). Of the 155 participants who reported giving 
birth by CS, just under half (49.7%, 77) reported having 
an elective/planned CS, with the remainder (47.7%; 74) 
having an emergency CS (4 participants did not report 
on whether their CS was an elective or emergency pro-
cedure) (see Fig. 2).

A large proportion of respondents reported being 
uncertain about the restrictions relating to birthing 
partners (40.2%, 191), and a fifth reported that they 
were unaware prior to the birth whether birthing part-
ners would be allowed to be present (14.9%, 71) (see 

Table 2 for questions). At time of birth the majority of 
participants reported having their partner or a fam-
ily member present (96.2%, 459), whilst a small num-
ber reported not being able to have anyone present 
at the birth (3.8%, 18) with 2.3% of these being due to 
COVID-19 related restrictions between 23rd March 
2020 - 29th March 2021.

The results of the sentiment analysis showed that of 
the total responses across all questions (n = 706), 33.2% 
expressed positive, 19.9% neutral and 46.9% negative 
sentiments. When observing sentiment in relation to the 
governmental guidance and restrictions (see Fig.  1 for 
timeline) participants’ responses consistently showed a 
higher negative sentiment towards their birthing experi-
ences during the first national lockdown (56.9%), ease of 
governmental guidance and restrictions (43%), and tiered 
guidance system (42.6%). Relative to these periods, dur-
ing the second and third national lockdowns, participants 
showed an almost equal number of negative (34.2%) 
and neutral (36.8%) sentiments during lockdown 2 and 
a more positive sentiment (50%) with regard to their 
birthing experiences during lockdown 3. This suggests as 
the pandemic progressed, there was a shift in the emo-
tional perception associated giving birth during a time of 
imposed restrictions and limitations.

Of the 462 respondents who responded to the question 
‘Was the way you delivered your baby as you wanted to 
in your birth plan, or did it change? 37.4% (172) reported 
no changes to their planned birth (although it should be 
noted that some of these responses suggested that no 
birth plan had been made as a result of the pandemic), 
25% (115) reported changes to the planned birth due to 
COVID and 37.4% (172) reported changes due to other 

Fig. 2  Delivery method comparison Hospital Episode Statistics (HES) [23] reported rates 2019-20 vs those reported in by the sample within this 
study
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reasons (e.g., changes in birth plan due to fetus being 
breech). Parents’ experiences of the COVID-related 
changes are described below:

No changes to birth plan
Although many parents across the UK experienced diffi-
culties and hardships whilst giving birth, some respond-
ents to the survey reported their birthing experience 
going according to their birthing plan, with parents 
recalling positive experiences in relation to the birth of 
their child:

‘My birthing experience was exactly how I’d 
planned/hoped. I had a very basic idea of how I’d 
like to give birth but was very open to other options. 
I was lucky enough to have a straight forward water 
birth with no complication’

And

‘It was the way I wanted to. The birth experience was 
the most normal thing in the whole pregnancy’

Some participants described feeling supported and 
informed at the time of giving birth:

‘…. My birth plan was followed in that I was able to 
do and use the things I wanted and the staff knew 
that I was flexible should I need to be dependent on 
the situation that arose at the time.’

Another participant referred to additional support 
offered due to previous birthing trauma:

‘Went exactly has[sic] planned and everyone was 
very calm and friendly due to previous birth trauma 
the year before.’

However, a number of participants stated that there were 
no changes because birthing plans were not being made 
during national restrictions:

‘I was informed by my midwife that they were not 
making birthing plans during lockdown so I didn’t 
have a plan.’

While this was experienced well by some women -‘I had 
no birth plan so it all went how I would of liked it’- other 
statements suggest that some women felt less clear about 
the impact of this:

‘I didn’t really make a birth plan, my labour was led 
completely [b]y the midwife at the time. I decided it 
was best to go with the flow and not really make a 
plan. It was slow and long which ended in an emer-
gency caesarean.’

COVID related changes to birth
One of the most notable COVID-related changes 
reported was the suspension of home births and birthing 
pools:

‘Planned home water birth. All home births can-
celled. All water births cancelled’

‘Big changes. I was induced, had an epidural [….], 
where I had wanted a water birth. My husband 
wasn’t allowed to attend until my waters had been 
manually burst, which did influence me to say yes so 
that he could join me.’

‘Husband unable to attend induction or stay with 
baby & I after birth. Rushed hospital discharge, no 
visitors, PPE used by staff & I had to wear it whilst 
in labour too.

This respondent went on to describe the feeling of being 
rushed and of having no control:

Felt impersonal, rushed, somewhat out of control 
& birth options v limited (no access to birth cen-
tre or home birth). V[sic] different to what we had 
planned!’

A number of respondents described being alone, and in 
one case, the cancellation of plans that had been devel-
oped to help prevent the reoccurrence of her postnatal 
depression:

‘No one read my birth plan. I was alone for the 
majority of my labour. My birth partner was only 
allowed to join me right at the end.’

‘I was alone throughout the birthing experience. I 
couldn’t have a water birth, couldn’t have visitors. 
Most things planned to help reduce the reoccurrence 
of postnatal depression could not be put into place.’

One respondent reported having trouble accessing the 
desired pain relief and assistance during her labour:

‘It changed I was induced due to potential infection. 
And was unable to have the desired pain relief and 
staffing was low, and they didn’t arrive in my very 
quick labour’

These changes and restrictions resulted in some parents 
feeling considerable distress and anxiety:

‘I wasn’t allowed the birth I wanted because of covid. 
It was hugely traumatic […]’
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Non‑COVID related changes to birth
Whilst changes to delivery can be expected when giv-
ing birth (e.g., ‘I was induced due to potential infection’) 
women reported feelings of anxiety and distress with 
regard to these changes due to the lack of support and 
communication offered by hospitals:

‘My birth plan changed as the baby was in a difficult 
position but as I was the last in my pregnancy group 
to give birth and 5/7 of them had had a c-section I 
was very worried I would have to have a c-section. In 
hospital it felt like it was my only option’

These feelings were further exacerbated as a result of 
COVID-related restrictions to birthing support:

‘I would have like[d] a natural labour but my body 
didn’t go into labour. I suffered from PTSD from my 
[eldest’s] birth where I was induced therefore it was 
advised I shouldn’t be induced again. I spent a lot of 
time worrying about a situation where I might have 
had to be induced without my husband’s support’.

Some respondents who described changes to their birth 
appeared to adapt well to the changes as a result of feel-
ing supported and informed throughout their journey:

‘Things did not go to plan, but I was kept informed, 
I was consulted on actions taken and my birth plan 
was considered throughout.’

‘Change of plan but staff in operation was amazing’.

Overall it is evident from the above responses that dur-
ing the first year of the pandemic mixed experiences were 
had by parents, with almost equal numbers of partici-
pants reporting, COVID-related and non-COVID related 
changes to their birthing plans. To gain a better overview 
of participants experiences during childbirth, we asked 
also parents to reflect on the communication they had 
received from medical staff and/or the hospital prior to 
the birth of their baby regarding access to birthing part-
ners during the delivery. We identified three key themes 
related to responses to this question (see Table  3, Q7, 
n = 250): (1) Communication, (2) Impact of fluctuating 
COVID-related guidance, (3) Anxiety and stress related 
to changing guidance.

Communication
The results revealed mixed responses in relation to com-
munication from their hospital prior to the birth of their 
child. Some parents reported poor communication which 
added to feelings of anxiety:

‘Communication was unclear, causing anxiety. As 
we have no family in this country, I asked a friend 

to be a back-up birth partner in case my partner 
should be barred for such a reason.’

‘Literally no communication from the hospital so 
had very little idea what to expect’

Other parents reported having good communication 
from their hospital and midwives, in particular noting 
the use of social media platforms:

‘Communication about procedure for spontaneous 
labour was very clear- used the very helpful midwife 
- patient liaison Facebook group’

‘My local hospital held a webinar with their mid-
wives discussing what to expect at the birth with the 
new restrictions so I new[sic] exactly what to expect 
at […]. They also answered any other worries or con-
cerns I had on Facebook messenger. It was really 
helpful and reassuring.’

Impact of fluctuating COVID‑related guidance
The constant changes to the guidance and restrictions in 
relation to giving birth during COVID-19 was a major 
theme within responses related to communication 
received from the hospital prior to the birth of their child:

‘It changed a lot in the build up to birth – as did 
restrictions on water birth etc. Was very aware that 
progress could be revoke[d] at any point’

‘Things were changing so quickly at the time mid-
wives weren’t 100% sure’

Many parents related the constant and fast changing 
nature of guidance as causing feelings of distress:

‘The guidelines were changing almost daily. I felt 
scared and upset. On top of this I was unsure if any-
one would be able to look after my son whilst I gave 
birth.’

‘Every time I asked the question I was told it could 
change right up until the morning of my c section - 
this made me very anxious’

In addition to the changing rules and guidance, parents 
highlighted differences between the NHS trusts around 
COVID guidance and birth:

‘As long as a positive test or symptoms aren’t present. 
It was a concern that they wouldn’t let my partner 
be present as restrictions were tighter than in other 
local hospitals’
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Anxiety and stress related to changing guidance
Many parents reported feelings of anxiety and distress 
related to not being confident that they would be able 
to have a birth partner present for the duration of their 
labour and birth:

‘It was awful having no assurance that my partner 
could attend labour and post-labour. There’s not 
much else to say except it was the #1 reason for my 
anxiety in the last few months of pregnancy.’

‘I was terrified my whole pregnancy that my hus-
band wouldn’t be able to be there...constant source 
of anxiety waiting for hospitals to update guidance’

‘Partner couldn’t come to induction. I found it a 
really frightening, lonely experience.’

However, the empathy with which this information was 
conveyed, appeared to have influenced at least one par-
ticipant’s response to this:

‘At one point my midwife told me that I would have 
to be alone. This was a shock to me and I had a very 
emotional response. She was also upset by this. I 
appreciated that this was out of her control and that 
there was nothing she could do, I just really appreci-
ated her empathic response, I felt less alone in that 
moment.’

Discussion
Our study sought to explore the impact of giving birth 
amidst the changes in public health guidance that were 
instigated during the COVID-19 pandemic. The CoCo-
PIP survey provided new mothers with the opportunity 
to describe their experiences in their own words within 
the first 6 months following birth. Analyses compared 
expressed sentiment (i.e., positive, negative and neu-
tral) across lockdown conditions and coded the themes 
expressed by parents’ open-ended responses, as well as 
describing the type of delivery, the presence of birth-
ing partners, and changes in birth plan reported by our 
sample. To date, our study provides the largest sentiment 
analysis of birth experiences in the UK [6].

Our results show that 32.6% of participants reported 
having a CS, of which 49.7% were elective. This repre-
sents a significant increase relative to pre-pandemic 
levels throughout the year of 2019-20 where whilst one-
third of deliveries were also typically CS, elective CS were 
7% less (see Fig.  2, [23]). At the start of the pandemic, 
there were reports that maternal requests for caesarean 
sections (MRCS) were under a blanket restriction [28]. 
However this subsequently changed, with reports of 

expectant women in England and Wales opting to have 
a CS to ensure the presence of birthing partners at birth 
[7]. This was in response to stories of partners being 
unable to reach the hospital in time for the ‘active labour’ 
portion of their baby’s birth [7]. Whilst the current study 
did not explicitly ask whether respondents elected to 
have a CS, our results indicated a higher-than-average 
rate of elective CS, despite the governmental guidance 
and restrictions in place, suggesting the presence of a 
partner might have been a potential motivation for this 
plan. Although, there are other possible explanations for 
this (e.g., childcare limitations etc) our results are con-
sistent with the findings of other research [7].

The results also show that just under half the total sam-
ple reported that they were unsure whether their birth-
ing partner would be able to attend the birth (40.2%), 
demonstrating uncertainty around access to birth part-
ners throughout a year of the pandemic. When asked to 
elaborate on how this communication (or lack of ) from 
the hospital made expectant mothers feel (see Table 3), a 
large proportion of individuals reported heightened lev-
els of anxiety and distress. While NHS England has stated 
that guidance has been clear throughout the pandemic 
such as allowing partners to be present for childbirth, this 
was not always the case [35]. For example, the Guardian 
reported in September 2020 that “three-quarters of NHS 
trusts are not allowing birth partners to support moth-
ers” [36]. Within the NHS, each trust was able to issue it’s 
own policy, in particular those regarding access to birth-
ing partners [35], leading to inconsistency and confusion 
across regions and among different expectant families. 
Our data highlights the way in which the changes in the 
rules and guidance surrounding birthing preferences 
and birth partners, not only nationally but between NHS 
trusts, created confusion and anxiety amongst families. 
This lack of clear guidance appears to have exacerbated 
existing feelings of stress and anxiety in women through-
out their pregnancy [4, 5], not only during childbirth.

The results of the sentiment analysis suggest that the 
fluctuations in guidance and the evolving crisis in terms 
of the provision of services to pregnant women, led 
to higher-than-typical (9.3%) reports of negative birth 
experiences [26, 34]. In our sample, the uncertainty that 
characterised the initial phase of lockdown seemed to 
exacerbate the frequency of negative experiences [34].

Results from our thematic analysis support those of a 
survey conducted by Mumsnet and Birthrights between 
December 2019 – September 2020, which found that 
many women reported that their decisions with regard 
to childbirth (e.g., water birth, delayed clamping) were 
not respected with many reporting their choice was 
either not considered or disregarded [19]. These changes, 
in addition to uncertainties with regard to access for 
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the birthing partner throughout the pandemic were 
described as having led to heightened levels of anxiety 
and a negative childbirth experience.

The findings also suggest, however, that whilst changes 
to the birth were experienced by a large proportion of 
our sample, clear communication and support appeared 
to mitigate these negative childbirth experiences. These 
findings are consistent with the wider recognition that 
women’s feelings and ability to exert choice and control 
during the birth, are more important in terms of long-
term wellbeing, than the objective facts of the birth [8]. 
It is also now recognised that post-traumatic stress disor-
der (PTSD) can occur following childbirth and has been 
found to be influenced by a number of significant factors, 
including some that were identified by the current study 
(i.e. negative aspects in staff–mother contact, feelings of 
loss of control over the situation, and lack of partner sup-
port) [12, 15, 24, 27]. While we do not currently have data 
with regard to the incidence of PTSD following childbirth 
during the pandemic, this study found that when families 
were provided with support and the ability to control the 
decision-making about the overall birth (e.g., birth plan 
was followed or communication facilitated by midwives) 
they reported a more positive experience with reduced 
levels of anxiety and stress. Overwhelmingly, however, 
women reported negative birthing experiences when dis-
cussing (i) restrictions in terms of birthing method (i.e., 
no access to birthing pool or home births), (ii) no offer 
of support and communication by medical staff and/or 
(iii) dismissals of their decision with regard to how they 
wished to give birth.

Limitations
As data were collected between July 2020 – March 2021, 
participants’ experiences reflect a period of fluctuating 
COVID-related government and healthcare restrictions, 
from the most severe national lockdown measures to a 
combination of severe to mild national/local restrictions. 
Due to the rapidly evolving nature of the governmental 
guidance related to the pandemic and regional varia-
tions in between national lockdowns it, was not possible 
to collect equal sample sizes at each timepoint. Further-
more, as a result of the fact that this study was conducted 
as a voluntary online survey, we cannot confirm indepen-
dently that all responses were by expectant parents or 
exclude bias in respondents with either positive or nega-
tive experience of giving birth. Whilst we advertised this 
study nationally and specifically worked with national 
childbirth trusts (NCTs) with an emphasis on areas of low 
socio-economic status (SES), the majority of participants 
were white; therefore, the results cannot be generalised 
to a more ethnically diverse population. This study is part 

of an ongoing longitudinal study observing the impact of 
COVID-19 on pregnancy, infant development and paren-
tal mental health and we hope we increase the diversity 
of our sample as recruitment continues. Another limita-
tion is that, of the two questions posed, not every par-
ticipant gave a response to each one. Finally, in terms of 
the qualitiative data, the fact that it was collected using 
a survey, meant that it was not possible to probe further 
in terms of whether detailed guidance given by the trust 
could have influenced the birth accounts and contributed 
to the specific reasoning behind the change in birth plan.

Implications for practice and research
The mitigation measures implemented by the govern-
ment and the NHS throughout the COVID-19 pan-
demic have had a significant secondary impact on 
expectant women and families. Whilst changes to the 
birth plan due to COVID were experienced by a large 
proportion of our sample, the qualitative data sug-
gest that clear communication and support appeared 
to mitigate these negative childbirth experiences. This 
should include allowances for choice of birthing meth-
ods as well as the availability of consistent support for 
the duration of the labour and birth.

Further research is needed to explore the impact of 
variation in birth experiences, both on maternal men-
tal health in the postpartum period [33], on maternal-
infant attachment [2], and on subsequent maternal 
health and child development [14]. Maternal recovery 
and bonding with their infants are particularly salient 
in light of the relative social isolation experienced by 
families during the pandemic. Overall, this is a novel 
longitudinal sample of families across the pre- to post-
natal period (18 months of age), involving the use of 
both qualitiative and quantitative methods of data col-
lection to explore the experiences of new and expectant 
families during this unqiue period of hardship.

Conclusions
Changes to birth experiences and offered support - in 
response to governmental guidance with regard to mit-
igating the spread of the virus and the increased burden 
on the healthcare system - has had an adverse effect 
on the experiences of many pregnant women and their 
partners in England. Whilst restrictions were aimed at 
balancing population- based harm and individual liber-
ities, it is apparent this balance wasn’t always struck. 
These findings reinforce the importance of the role of 
choice and control in women’s childbirth experience, 
as well as clear communication from healthcare pro-
viders. In addition, the findings demonstrate the need 
to ensure consistent guidance and support to better 
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address the unique health care needs of each pregnant 
woman in any future lockdowns, as well as the need 
to observe the potential long-term impact on their 
offspring.
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